Hydatid disease is a parasitic zoonotic disease that still remains an important healthcare issue in many countries worldwide. Liver is the most common host of the hydatid cysts. The cyst may rupture into the bile duct, as occurs in 5-25% of cases [1] . This complication may be associated with acute cholangitis and life-threatening sepsis. Endoscopic retrograde cholangiopancreatography (ERCP) is the current diagnostic procedure of choice, enabling visualization of the fistula and drainage of the biliary tree [1] . MRI with magnetic resonance cholangiopancreatography (MRCP) offers noninvasive visualization of the biliary anatomy, with a sensitivity of 75-91.7% and specificity of 82.8-95% [2, 3] .
A 74-year-old man with longstanding hydatid disease was admitted to our hospital for prolonged fever, rigors and right upper quadrant abdominal pain associated with mild alkaline phosphatase and billirubin elevation. Leukocyte count was normal and multiple blood and urine cultures were negative. On admission, empirical treatment with ofloxacin, clindamycin and albendazole was initiated.
Abdominal CT showed several large intrahepatic and extrahepatic cystic lesions, some of them calcified. One of the cysts contained a few air bubbles [Fig 1] . MRI with MRCP demonstrated a communicating tract between the cyst and the right hepatic duct [Fig 2] . ERCP demonstrated a mild distention of the extrahepatic biliary ducts with no filling defects.
Following the procedure, the patient's fever and abdominal pain subsided with normalization of liver transaminase and alkaline phosphatase levels. The patient was discharged with a prolonged course of albendazole. 
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